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This paper will discuss the state of the art of cur- This is perhaps one of the most challenging is-
rent large, patient-linked databases, their inclusion of nurssues for the profession of nursing. Information technol-
ing care data elements, and their potential for supportingggywill be a major focus of health care’s future. Nursing
outcomes research efforts. Health care organizations andecision making and interventions/actions will comprise
hospitals in particular have not become paper-less sitea substantial portion of critical facts and assumptions that
of sophisticated automation. Large national databases amwill be required to measure/understand the outcomes of
not yet available for tracking trends in clinical outcomes patient care and which processes contribute to these out-
over time. Institution specific financial and clinical data- comes.
bases seldom speak to each other. The attitudes and fears The very exciting opportunity here is the chance
of health care professionals are some of the key factors ifor Nursing to rally around the aspects of care that have
the lack of computerization and database developmenteen targeted at the policy level as the core indicators of
Nurses and physicians may have separated practice frothe quality of our care and which also happen to repre-
documentation and in fact, resent the increasing focus osent the core definition of our practice. Patient/family
their written words by payors, regulators and accreditorseducation and functional independeraze the heart of

In spite of the major strides made by selectednursing care.
organizations and individuals, the health care industry is It is recommended that we consider HCFA's set
still embarrassingly behind in information technology of Generic Quality Screens currently used by the Medi-
development. Initial patient-linked databases were decare Peer Review system and the basis framework for the
signed to track claims data and monitor reimbursementUCDS. We have a significant opportunity to work in
Three (3) major types of systems exist today: Medicare’scollaboration with the major efforts under way to develop
Claims Files, various “registries”, and the evolving Uni- measures of effectiveness and outcomes of patient care.
form Clinical Data Set designed by HCFA. None of these
data bases includes sufficient specific data elements upotNTRODUCTION

which to systematically measure the outcomes of nursing

care. We must help health care professionals appreciate The hopes, dreams and promises of 1970s and
and master information before we can expect them to det980s to automate patient care documentation have not
velop the data sets required to support the complexitiesome true. Health care organizations and hospitals in
of clinical decision making, organizational operations andparticular have not become paper-less sites of sophisti-

the learning process. cated automation. Large databases are not yet available



for tracking trends in clinical outcomes over time. Insti- professionals. Therefore the majority of work in automa-
tution specific financial and clinical databases seldomtion and database development has been led by major

speak to each other. Why not? vendors and the regulatory/reimbursement bodies.

The attitudes and fears of health care profession- At first, it was thought that mortality data would
als are the key factors in the lack of computerization ande a helpful outcome in identifying the “good” and the
database development. Nurses and physicians have segaad” health care organizations and services. It soon be-
rated practice from documentation and in fact, resent theame evident that deaths occur relatively infrequently, but
increasing focus on their written words by payors, regu-complications and traumas can be problematic and sub-
lators and accreditors. What would a day on a hospitastantial. (Blumberg, 1989; Chassin, 1989). A clinical
unit be like if physicians, residents, nurses, respiratorydatabase of these morbidity outcomes has not yet been
therapists, physical therapists and social workers werelesigned.
required to base their daily interventions for patients on
only the written results of the previous care giver? MAY- Next, it seemed the characteristics of the physi-
HEM?! Come to think of it - it's obvious w@on’'t base  cian and/or hospital could help us select a “good” one.
our clinical decisions on documented progress,.... and mofoard certification, volume rates, liability records, staff-
patients would sathey were never asked what had oc- ing ratios and for profit status have all been compiled.
curred and how they felt as a result. Thew do profes-  These measures too have proven less useful than expected.
sionals make health care decisions? Based on some float-
ing textbook picture of a plan of care... their own patterns Both mortality and characteristics data are avail-
of successful/not behaviors/interventions? Certainly notable in large national databases, for example the Ameri-
yet on pre-defined protocols/guidelines. We must helpcan Hospital Association’s annual survey, and the Health
health care professionals appreciate and master informaare Financing Administration’s (HCFA) Medical Claims
tion before we can expect them to develop the data seffles. These can be merged with cost/charge data for fairly
required to support the complexities of clinical decision comprehensive analyses. However, this information is
making, organizational operations and the learning pro-not readily available to nor entirely understandable to the
cess. One place this has occurred to some extent is imverage provider or researcher. (Shortell, 1988).
research (Eddy, 1990).

The next wave of evaluative data will need to be

The explosion of health care information hard- developed around a predictive, probability model. “If you
ware and software flooded the market in the 1970s andee doctor X for Y procedure at Z hospital, your chances
1980s. However, health care professions initially playedof dying (walking again, having a repeat, etc...) may be B
a very minor role and the technological skill and exper-percent. Data collection must be highly focused, system-
tise came from a wide variety of industries; banking, atic and scientifically rigorous to provide predictive in-
manufacturing. In health care, there is a very strong patformation. There is now a beginning awareness of the
tern of increasing specialization, new roles and diversifi-role of nurses, social workers and other health care work-
cation which has fragmented the attention of health carers in the probability of a good outcome. However, we

only have some guesses and empirical hints here, but we



do not yet have the breadth and depth of patient providegather any meaningful measure of quality of care from
and specific data to even begin to answer these questioniBese registries. At times, patient compliance and/or fol-
for non-physician providers. (Berwick, 1989). low up and continuity of care can be inferred from regis-
try data.
State of the Art
The most promising database of clinical infor-

Initial patient-linked databases were designed tomation is HCFA'’s Uniform Clinical Data Sets (UCDS).
track claims data and monitor reimbursement. Three (3JJCDS evolved from several years of experience by the
major systems exist today: Medicare’s Claims Files, vari-Peer Review Organizations (PROs) with generic quality
ous “registries”, and the evolving Uniform Clinical Data review screens. Consistent data elements had been iden-
Set designed by HCFA. The Medicare Claims files in-tified from the vast number of cases reviewed for sub-
clude several versions designed to support inpatient, oustandard care. Those data elements have been pro-
patient and combined analyses of beneficiary utilizationgrammed with algorithms to flag cases for intensive phy-
of resources, services charged and services reimbursesician review. The system is new and controversial. Pro-
The most recent version has been designed to support rggamming and developmental problems currently result
search efforts in the area of health care financing, resideis extremely lengthy data abstraction time. The algorithms
within a HCFA bureau, and is accessible to providers andare as yet undocumented and unavailable for reliability
researchers. This file is named the National Claims His-or validity testing. As HCFA refines the UCDS and these
tory File and offers a systematic means of examining thegroblems can be resolved, the potential for understand-
patterns of health care service utilization. None of theing the quality of care among the Medicare population
claims files contain specific clinical data. For example, will be greatly enhanced. Several research efforts are also
you can determine the number of lab tests a patient ounderway to apply the UCDS to non-Medicare cases and
group of patients may have received without any clue ago investigate its potential as an internal quality manage-
to the appropriateness of the tests or the actions taken biyent tool for hospitals. The Peer Review Systems (Ohio
providers based on the test results. Many researchers halRR0O) and the Medical College of Wisconsin are two
attempted to “adapt” claims files data to quality indica- projects in these areas. To date, the UCDS includes sev-
tors with varying success. A comprehensive discussioreral data elements that may be useful to measure nursing
of the key issues, limitations and opportunities can becare quality: functional status, patient education and spe-
found in a recent publication by John Weiner of Johnscialty referrals.
Hopkins University. (Weiner et al, 1990.)

In spite of the major strides made by selected

The various clinical registries have evolved organizations and individuals, the health care industry is
among several medical disciplines in an effort to trackstill embarrassingly behind in information technology
patients involved in new and experimental treatments. Bydevelopment. While this is certainly not earth-shaking or
and large, these databases focus on the demographic alii@-threatening news, a crisis is eminent as society’s need
administrative data required to “find” patients/cases overfor information about the costs, accessibility, and quality
time. Clinical data are then obtained and stored in ongoef its health care services rises rapidly.

ing, paper-based medical records. One can not usually



Health care providers are often characterized aprovide. If we are to measure our success in this way,
“doers” vs. “thinkers.” The recent Medicare’'s RVU sys- what role will information technology play and how will
tem threatens tmvert the hierarchy of “valued” health nursing be represented?
care services by increasing reimbursement for cognitive
care over technological/invasive care. This is a good ex- This is perhaps one of the most challenging is-
ample of society’s need to better understand those alsues for the profession of nursing. Information technol-
stract aspects of care that cannot be readily checked off agywill be a major focus of health care’s future. Nursing
list, that require a flow of meaningful information over decision making and interventions/actions will comprise
time, and that seem to have a substantial influence om substantial portion of critical facts and assumptions that
patient outcomes. By and large, many of these aspectsill be required to measure/understand the outcomes of
are nursing care. patient care and which processes contribute to these out-

comes.

What is “quality” health care? Let's consider

the recent definition from the Institute of Medicine (IOM): The recent policy thrust to measure medical ef-

fectiveness represents a major expansion of our focus on

“Quiality of care is the degree and definition of health care. It's time to stop and take an
to which health services for individuals inventory of where we are today with various diagnoses,
and populations increase the likelihood treatments and procedures. Have we applied all the knowl-
of desired health outcomes and are con- edge we have gained through the basic sciences and clini-
sistent with current professional knowl- cal research over the past 25 years? Why do health care
edge.” (Donaldson et al, 1991). services and costs vary so much across the country, and

indeed, across one city? Why do patient outcomes vary
This definition is quite consistent with the World Health for similar treatments/procedures? Can we do better for
Organization’s (WHO) definition of health: our society? Better applications of professional knowl-
edge? Better matches of patient preferences and treat-
“...a state of complete physical, ments? Better outcomes at less cost? (Donkin, 1989;
mental and social well-being, and not Faltermayer, 1988).
just the absence of disease or infirmity.”
To its credit, the new Agency for Health Care
This broader view of health beyond disease, morbidityPolicy and Research (AHCPR) implements the “ex-
and mortality, and the IOM’s definition of quality of care panded” definition of medical care to include the scope
are necessary to the successful provision of useful inforef services provided by a variety of health care profes-
mation for society. We now must broaden our internalsionals. A nursing advisory group was charged with iden-
evaluation of health care quality beyond death rates antlfying conditions where, nursing care was a major com-
clinical complications. In this context, the patients’ abil- ponent. Nursing leaders have played a key role in the
ity to function and their satisfaction with care become development of three initial practice guidelines to sup-
major measures of the effectiveness of the health care wgort quality measurement: pain management, continence

care and skin care. These are all areas that have been



recognized as substantially influenced by nursing careate one ourselves? Yes, but how, when and who should
management. There is a growing awareness, at the U.8e involved? And most importantly, what is the question
policy level, that nursing care makes a difference in costfo be answered by a nursing care database?
length of stay, disability incurred, and quality of care de-
livered.

What are the potential questions for our “large

Strategies for Success database”? What is nursing’s contribution to the effec-

tiveness of patient care? Does nursing care make a dif-
So, what is the challenge? Now we need toference? Which outcomes are we mainly responsible for?
convince ourselves - our nursing organizations, our bedHow can we systematically measure the quality of nurs-
side nurses and yes, - most importantly - our future proing care? Which data will need to be patient and nurse
fessionals that nursing care makes a difference. We neespecific?
to broaden our definition of value to society and take the
necessary risks to develop measures of our success that It is recommended that we consider the set of
coincide with patients’ and society’s expectations of us.Generic Quality Screens currently used by the USA Medi-
The initial guidelines reflect some measures of nursingcare system. Six, straight-forward screens flag potential
care quality that we can build upon. We must prepareguality problems. These include: adequacy of discharge
ourselves and those in the future, to develop further meaplanning, medical stability at discharge, nosocomial in-
sure and to maintain the leadership in identifying key ar-fection, hospital incurred incidents, unexpected death,
eas of nursing contribution, before they are defined forunplanned return to surgery.
us.
More importantly, there are several nursing stud-
The very exciting opportunity here is the chance ies which could provide the beginning framework for such
for Nursing to rally around the aspects of care that havea database - including, but not limited to the Nursing Mini-
been targeted at the policy level as the core indicators afnum Data Set (NMDS) (Werly and Long, 1988). Many
the quality of our care and which also happen to represtudies have begun to go in this same direction, but se-
sent the core definition of our practice. Patient/family vere limitations exist in the lack of large, standardized
education and functional independeree the heart of tests of data, the elements and/or tools and their relative
nursing care. Often these are the things that make thacceptance within nursing practice.
real difference in the quality and the outcomes of care.
Summary
What to do until the database arrives? Take two
aspirin and call the bureau of health statistics in a few We have a significant opportunity to work in
years? Purchase the Medicare Claims (MEDPAR) filecollaboration with the major efforts under way to develop
and “extrapolate”? Pull up the Tumor Registry and guessneasures of effectiveness and outcomes of patient care.
who received nursing interventions? Or better still: cre-We cannot afford to be or appear to be separatists. Dif-
ferentiating nursing from medical contributions to vari-

ous outcomes is useful only to understand the compo-



nents and articulate the mysterious. Success in improv- “The Challenge,"JAMA 263 (2):287-290, Janu-
ing outcomes can only come from blending the informa-ary 12, 1990.
tion back into integrated care delivery and shared respon-
sibilities. Eddy, D.
“Anatomy of a Decision, JAMA 263 (3):441-
To believe that the whole is greater than the sum443, January 19, 1990.

of the parts is to temporarily and at times artificially pull
apart the components to better understand each one, tiidlwood, PM. “Shattuck Lecture—Outcomes Manage-
details of timing and precision, while basing actions/re-ment: A Technology of Patient Experienc&lie New
actions on the powerful sum. England Journal of Medicine, 318 (23):1549-1556, June

9, 1988.
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